Recognizing the community as a unit of identity.
Building on strengths and resources within the community.
Facilitating collaborative partner ships in all phases of the research.
Integrate knowledge and action for mutual benefit of all partners.
Promote a colearning and empowering process that attends to social inequalities.
Provide research expertise. Serve as the liaison between research team and the Asian community at large.
Develop memorandum of understanding (MOUs).
Decide orientation session on CBPR and research methods.
Provide cross training.
Meet regularly.
Phase 2: Community Needs Assessment
Build on strengths and resources within the community.
Facilitate collaborative partnerships in all phases of the research.
Involve a cyclical and iterative process; address health from both positive and ecological perspectives.
Disseminate findings and knowledge gained to all partners including community members in ways that are understandable and useful.
Work with the church leaders to collect information in a comfortable and respectful way.
Determine what information is relevant.
Provide examples of best practice for indepth interview, survey data collection, and analyses.
Discuss common challenges in conduct ing indepth interview and survey, Conduct indepth interview and survey.
Reflect the community's perspective on indepth interview
Provide suggestions on questions to ask and wording Provide suggestions for recruitment methods and for selection of church leaders and community health workers.
Share information to help better understand strengths and challenges within the community.
Recruit survey participants.
Decide on questions, wording, and format of questions.
Select locations in which to conduct indepth interview and survey.
Code and analyze data, discuss and interpret the results.
Convene community forums.
Phase 3: Development of a culturally appropriate intervention
Conduct a systematic literature review.
Summarize primary findings from best practice program, identify specific needs from Korean Americans.
Design core elements of the intervention program.
Help to format key findings from literature to enhance the program development.
Provide feedback on what is appropriate and what is missing from the program.
Provide views on cultural issues and program settings.
Intervention planning meetings.
Develop education curriculum.
and acceptance as part of the community and social network. 8 Despite the proven efficacy of HBV screening and vaccination in preventing HBV infection, most Korean Americans are neither screened nor vaccinated against HBV. [9] [10] [11] [12] Comparative data indicate that incidence and mortality rates of liver cancer are five times higher in Korean Americans than those in nonHispanic White Americans. 13 The substantial access barriers to health care may include limited or no health insurance, lack of regular physicians, low income, and a lack of general knowledge about liver cancer risk and the benefits of screening and vaccination, as well as a lack of familiarity with the U.S.
health care system. 10, 14, 15 To address these barriers, our team of academic researchers and community partners worked to apply the CBPR approach to develop, implement, and evaluate a culturally appropriate, church-based HBV screening and vaccination intervention program for Korean Americans. To the best of our knowledge, this program is the first study that has used a CBPR approach in all aspects to balance the science and community needs among Korean church-based social groups. Build on strengths and resources within the community.
Write the fullscale research proposal and seek for funding.
Oversight the fullscale intervention.
Assist patient navigation.
Assist publicizing the program.
Recruit participants. (1) formation of CAB/partnership and adoption of CBPR principles, (2) a community needs assessment, (3) The CAB chair ensures that all members have equal and timely access to information regarding project activities.
The CAB adopted a set of CBPR principles that guided the development, implementation, and evaluation of the culturally acceptable intervention and research protocols. It is noteworthy that, in the pilot study planning phase, academic researchers and church partners discussed the strategy for a control group. The discussion resulted in a joint decision of a delayed HBV intervention for the control group to balance research and ethical consideration for community benefits. We anticipate that the results of this large CBPR intervention will further demonstrate the effectiveness of a culturally appropriate HBV intervention for the Korean community.
Results of the Pilot
In addition, this academic-community partnership guided by CBPR principles will be strengthened and expanded to potentially make sustainable contributions to reducing cancer health disparities.
ChAllenges And lessons leARned
Our study demonstrated that using a CBPR approach to guide the research process will be more likely to increase the Trust was built on mutual respect and benefits; it cannot be taken for granted, and research partnerships and community and faith-based organizations must continually foster and nurture trust over time. [24] [25] [26] [27] In addition to the planned meet- learned from this project is that it is essential to work with long-term committed and passionate community/church health workers to maintain sustainability. We built on the strengths and resources within the church, including volunteer church members, nurses, and physicians as part of our co-sharing model. It is also important to avoid overburdening community leaders in the recruitment and retention process.
Through these strategies in working with Korean churches, which arguably are the pillars of the Korean immigrant communities, we were able to draw on key community assets to fully engage the community in the program.
As important as sharing responsibilities, sharing credit and recognition among partners is another central principle in CBPR. We ensured that church leaders and CAB members involved in the project are co-partners in program dissemination. The entire research team, consisting of academic investigators, church ,leaders and members of the CAB, co-authored and co-presented the study results at national scientific conferences and community meetings. We believe that shared recognitions will facilitate sustainable partnerships for future collaboration.
Corroborating with the findings from other ethnic groups, 28 we recognized the importance of establishing rapport among partners. To strengthen the collaboration among pastors, church coordinators, and health educators, it is essential for health educators to attend services at participating church sites. This participation not only indicates the appreciation for community services, but also provides valuable opportunities for health educators to mingle with church members and become familiar with the operation and facilities of each church, which enhances the quality of implementing intervention sessions and maximizing community resources that are available for program participants.
Balancing research goals while meeting community needs can be challenging. 29 In contrast with traditional research design, much of CBPR to date has been focused on process. 30 It may be unacceptable to community partners that only some sites will receive the intervention program by using a traditional research design. However, the effectiveness of interventions often requires a rigorous scientific design and concrete data collection. For example, our academic-community partners co-designed the HBV intervention program and found ways to both adhere to evidence-based research principles and to incorporate community needs. An agreement was reached that the delayed intervention was provided to the control group. Our program demonstrated that it is possible to achieve the balance between scientific design and community acceptability by using a CBPR approach.
ConClusIon
Guided by CBPR principles, the multicomponent HBV intervention program was developed and implemented by a collaborative team of academic-community-clinical partners to address the unmet needs of the Korean-American community. We highlighted the role and contributions of multiple partners through various phases and discussed the challenges and lessons learned for how to sustain intervention programs by emphasizing common vision and shared responsibilities for sustainability, trust and shared recognition, capacity building, long-term commitments to partnership building, and balance between science and community needs. These strategies enabled us to draw on key Korean community assets by fully engaging Korean churches in the program.
We believe the publication of this study is a unique contribution to the body of literature in the CBPR research field. In illustrating how we used a CBPR approach in our HBV intervention program, we hope the methods for inter-A Hepatitis B Intervention for Korean Americans vention development and implementation can be adapted to develop education interventions to address other health issues (e.g., cancer screening and chronic disease screening) among Korean Americans. We anticipate that the systematic and comprehensive evaluation of CBPR in our full-scale intervention research will shed more light on future CBPR research. Moreover, we call for further research to replicate our program and examine the degree to which our findings are unique to Korean churches or whether they are applicable to other ethnic faith-based communities.
